To: The Chairman and Members of the 

Advisory Committee on Drug Dependence 

PREAMBLE 

(i) You appointed us in April 1967 as a Sub-Committee to consider the re- 
habilitation of drug addicts. At our first meeting we drew up, as a guide, terms 
of reference which were “to consider the various ways in which rehabilitation 
of persons dependent on drugs can most effectively be arranged by statutory 
and non-statutory agencies”. 

(ii) We also determined our programme of enquiry which was: 

“(a) To review activity in progress in this field and proposals for 
expansion of this activity and for new developments on the part of 
(i) statutory agencies and (ii) non-statutory agencies, and the inter- 
relation of these activities and proposals; and 
(b) to assess the value of these activities and proposals, and to 
formulate advice which might be tendered to Ministers.” 

(iii) Our members were: 

Arthur Blenkinsop, M.P. (Chairman) 

R. G. Bannister, C.B.E., D.M., M.R.C.P., M.R.C.S. 

J. C. Bloomfield, F.P.S., F.B.O.A., J.P. 

Miss E. I. W. Hobkirk, C.B.E., T.D. 

H. J. S. Matthew, M.D., F.R.C.P. 

Miss E. C. Murphy, B.A. 

We met on eighteen occasions and we took evidence from a variety of persons 
and organisations; they are listed at Appendix A. 

(iv) During the course of our study of this problem we were given the oppor- 
tunity of commenting on the draft of a memorandum which the Ministry of 
Health proposed to send to National Health Service authorities and to general 
practitioners on the rehabilitation and after-care of heroin addicts. The guidance 
in the memorandum was subsequently endorsed by the Advisory Committee 
and was issued on 15th November 1967 to National Health Service authorities 
in England and Wales; a shorter version was issued by the Scottish Home and 
Health Department to Scottish authorities in February 1968. 

(v) Early in 1968, the Minister of Health announced publicly the state of 
development of hospital treatment facilities for heroin addiction in London; 
at that time regulations* to restrict the prescribing of heroin for addicts to 
doctors licensed for the purpose were imminent. We took the view that the 
success of the scheme to switch heroin prescribing to selected hospital clinics 
would be jeopardised if the general principles of rehabilitation had not been 
clarified and preparations made. We therefore proposed to the Advisory Com- 



* The Dangerous Drugs (Supply to Addicts) Regulations 1968 — 'S.1. 1968 No. 416. 
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mittee that certain recommendations we had already formulated should be 
forwarded to Ministers in advance of this report; the proposal was accepted 
and the recommendations were forwarded to Ministers by the Chairman of the 
Committee on 14th February 1968. These recommendations are shown in 
Appendix C to our report, together with the text of the Chairman’s letter. 

(vi) We wish to record our debt to our Secretary, Mr. B. A. R. Smith of the 
Ministry of Health. He has done invaluable work in preparing the material 
for our discussions and in drafting our report. We are also grateful to other 
officials of the Home Office and of the Ministry of Health who have given us 
much assistance during our discussions. 
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SECTION I 



INTRODUCTION 



1. The aim of rehabilitation must be to re-educate the individual to live 
without drugs and to assume or resume a normal social life. All concerned with 
the problem of drug addiction must therefore have this purpose clearly in mind 
from the time when the addict first comes into contact with any of the services, 
statutory or otherwise, which operate in this field. The Government’s immediate 
policy, following the recommendations of the Brain Committee*, is to halt the 
upward trend in addiction to drugs scheduled under the Dangerous Drugs Act, 
notably heroin or heroin used in conjunction with cocaine. We take the view 
that this policy will fail in its object unless proper attention is given from the 
outset to the problem of rehabilitation. 

2. We realise that there is very little experience in this country which can be 
drawn upon in devising a system for the rehabilitation of drug addicts. Drug 
addiction on more than a modest scale is not a problem of long standing in this 
country (although the related problem of alcoholism is). It is also a fact that 
today’s drug addicts, here and abroad, are for the most part unwilling to seek 
medical treatment for their addiction, let alone to persevere with the longer 
process of rehabilitation. We reach two important conclusions from these facts : 
first, there is room for much experimentation and it would be unrealistic to 
advocate any particular method or methods of organising facilities for rehabilita- 
tion to the exclusion of all others, and, second, it should be the aim that facil- 
ities, experimental or otherwise, should be designed so as to induce a larger 
proportion of the addict population to take advantage of them. 

3. Drug misuse is not, of itself, an isolated condition but one manifestation, 
among many others, of wider social problems leading to other forms of abnormal 
behaviour and to delinquency. It is in recognition of the wider social considera- 
tions that we have found it necessary to stress the social aspects of the 
rehabilitation of those whose misuse of drugs has led them to a state of depend- 
ence, 

4. Most drug misuse is among the younger generation preponderantly, but 
by no means exclusively, in the age range 18 to 25. All the evidence we have 
heard confirms that a disturbed personality, a wayward approach to steady 
employment, a break with most family relationships, family problems, an un- 
settled way of life and a tendency to petty crime are all characteristics to be 
found more often among drug addicts than among the population at large. 
To what extent one is the cause or the consequence of the other is a matter for 
speculation at present, and there is clearly a need for sociological research in 
this field which could assist in the development and expansion of rehabilitation 



* The Second Report of the Interdepartmental Committee on Drug Addiction (H.M.S.O. 
1965 ). 
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services. We recommend that attention should be given to this need which, 
however, should not be allowed to affect the initial development of services; 
these must not wait on the results of research. 

5. We have heard evidence that many persons who habitually misuse drugs 
change from one to another or simultaneously take more than one drug either 
to counteract or supplement its effects. For our purposes, however, we have 
found it useful to think in terms of two groups: (i) those using opiates, especially 
heroin or heroin used in conjunction with cocaine, including those who have 
turned to intravenous methylamphetamine; and (ii) those using other drugs, 
notably barbiturates, oral amphetamines, cannabis and L.S.D. Persons in the 
former group very quickly develop and retain both a physical and psychological 
dependence. In the latter group, although misuse may have undesirable physical 
consequences and sometimes produce psychoses, there is seldom a physical 
dependence and psychological dependence is variable. In practical terms this 
means that withdrawal treatment in hospital will almost always be needed for 
the former but that, for the latter, withdrawal is possible without in-patient 
treatment in some cases. The problem of relapse through failure to overcome 
psychological dependence is common to both groups. There are, of course, 
many levels of drug misuse, ranging from the occasional experimental use of a 
pep pill, through the habitual taking of drugs without necessarily causing 
dependence, to the habitual use of heroin which can swiftly lead to dependence. 
A quite distinct category is the so-called “therapeutic” addict: one who has 
become dependent on a drug — ^usually an opiate or barbiturate — which was 
administered for medical reasons. 

6. It must be recognised that at any time after a drug addict comes into contact 
with services available for him, he may walk out on them; this may be during 
the first days of hospital out-patient treatment or towards the end of his re- 
habilitation when his prospects of recovery appear good. The possibility of 
relapse is ever present and is clearly a symptom of the condition of addiction. 
It is vital that this should be accepted by all who work with drug addicts so that 
morale is not allowed to suffer because the “success rate” is small and so that 
efforts at rehabilitation are not abandoned; it also has important implications 
for the organisation of services so that the danger of re-infection from a relapsed 
patient is minimised. 



/ 
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SECTION II 



THE NEED FOR REHABILITATION 



7. In terms of numbers, there axe undoubtedly far more persons misusing 
drugs than dependent on them, but we have concentrated our enquiries on those 
who are dependent and therefore in obvious need of medical and social re- 
habilitation services rather than on those, probably far greater in number, who 
occasionally experiment with drug taking or regularly take small quantities, 
or even those who take larger quantities which do not produce dependence. 
The needs of the non-dependent deserve special study of their own. In some 
respects they have already received tliis from the Health Education and Publicity 
Sub-Committee, but we strongly recommend the Advisory Committee to con- 
sider in what ways further studies in depth of this problem might be made. 

8. The therapeutic addict is another for whom the full range of rehabilitation 
services are seldom, if ever, required. Unlike the non-therapeutic addict, he is 
often of mature years, sometimes elderly, and unconnected with the sub-culture 
of young drug addicts. Medical and social services have some experience in 
dealing with therapeutic addicts and it does not seem necessary to contemplate 
for them special services of the kind we envisage for young addicts. 

9. Heroin addicts form the category most in need of rehabilitation services. 
Their dependence is likely to be severe, both physical and psychological; their 
ties with a stable home life and their desire to conform with generally acceptable 
social standards weak; their prognosis poor. Because the degree of dependence 
varies and because many other factors vary— the addict’s personality, his social 
and educational background, the support available from his family— the length 
of time needed for rehabilitation will vary enormously, as will the intensity of 
the support required. 

10. Hospital out-patient clinics in the London area, where the problem is 
concentrated, were coping with 700 or so heroin addicts within a few weeks of 
16th April 1968 when the regulations restricting the right of doctors generally 
to prescribe heroin to addicts came into operation. The facilities had been 
established in the expectation that eventually about 1,000 patients would use 
them. Elsewhere in Great Britain the number of patients attending was a little 
more than 100. 

11. Much less is known about the second group described in paragraph 5 
above — ^those who have not become dependent on narcotics but who misuse 
the so called “soft” drugs. The fact that a proportion of those who take 
amphetamines will have become dependent on them means that they are in need 
of medical treatment and rehabilitation. We discuss in Section IV the require- 
ments for the rehabilitation of these addicts. The prevalence of amphetamine 
dependence is less well documented than the prevalence of dependence on 
narcotic drugs and there are no reliable estimates of numbers. 
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SECTION III 



THE YOUNG HEROIN ADDICT 



Characteristics 

12. The Brain Committee noted in its Second Report (1965) that there had 
been a sharp increase in heroin addiction in recent years and that the new addicts 
were mainly in their late teens and early twenties. This seems to remain the 
position and it thus poses a novel problem of rehabilitation in that many heroin 
addicts have had no experience of living a normal life since leaving school, let 
alone gained experience or received training in any form of employment. We 
have heard frequent reference to unsatisfactory family lives — another problem 
posed for the rehabilitation services. Heroin addiction disrupts employment and 
this often leads the addict to resort to crime; a prison sentence is likely to place 
additional strain on family ties even when they have remained. 

13. Heroin addiction is a specific condition demanding treatment in its own 
right. In the early stages attention will often need to be paid to the patient’s 
physical condition but rehabilitation principally involves persuasion to accept 
help, removal of physical dependence and, a longer process, removal of psycho- 
logical dependence. Simultaneously with all these processes, attention must be 
paid to the requirements for the eventual social rehabilitation of the addict. 
We therefore believe that social help cannot begin too soon. 

Size of problem 

14. At 31st May 1968, 950 heroin addicts were on the books of out-patient 
clinics, of whom 798 were attending clinics in the London area. In addition 152 
addicts were undergoing in-patient treatment of whom 87 were in hospitals in 
the London area. Details of these figures, together with a geographical spread 
and an age and sex breakdown are given in Appendix B. Hospital experience 
so far has been that the length of stay of in-patients has been variable, many 
patients discharging themselves long before they might be said to have reached 
the point where their return to the community was justified and a very small 
proportion overall remaining for longer-term rehabilitation. That proportion 
is relatively large in a few hospitals with a highly selective intake, but low in 
hospitals accepting most of the patients referred to them. 

15. The treatment and supervision of heroin addiction has now become the 
responsibility of psychiatrists in the hospital service. The opportunity which 
this affords for effective treatment and rehabilitation must not be lost. Even 
if heroin addicts, for a while, need to be maintained as out-patients on heroin 
or substitute drugs, this period can be put to good use in bringing the patient 
to accept the desirability of receiving treatment and undergoing rehabilitation . 
We hope that the out-patient clinics will be able to raise the proportion of those 
prepared to accept treatment. We also hope that the organisation of hospital 
in-patient services on a specialised basis, as recommended by the second Brain 
Report and commended to hospital authorities in the memorandum on treat- 
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ment (HM(67)16), will induce a higher proportion of heroin addicts to accept 
withdrawal treatment; and that they in turn will be enabled and encouraged, 
when they leave hospital, to remain under medical care and to accept the degree of 
social support necessary if their rehabilitation is to become a practical possibility. 
Our particular purpose is to tender advice which will ensure that, where there are 
rehabilitation services, they are made suitable for addicts; and that, where there 
are no services, they are developed along lines which will make them suitable. 

The present organisation of medical treatment 

16. As part of our consideration of the question of rehabilitation, we have 
examined the basis on which treatment facilities have been organised by hospital 
authorities under the guidance of the Ministry of Health*, although we are not, 
as a Sub-Committee, concerned with details of medical practice. Government 
measures recognise that the majority of heroin addicts will not, at least to begin 
with, be prepared to enter hospital for withdrawal treatment. Out-patient clinics 
have been set up, especially in London, to provide medical supervision for heroin 
addicts in place of the supervision many have been receiving from general 
practitioners. Treatment often involves the supply of heroin or substitute drugs, 
usually by prescription under a carefully devised scheme to minimise the possibi- 
lities of fraud and other abuses; but hospitals have been advised that the chief 
aim of treatment at this stage should be to persuade the addict eventually to 
accept treatment as an in-patient and that, for this reason, out-patient clinics 
in central London should be linked with in-patient facilities, either at the same 
hospital or at an outlying hospital. In-patient treatment involves, firstly, the 
withdrawal of heroin usually by the use of substitute drugs, followed by a period 
in which the underlying psychological dependence is the main object of treat- 
ment. After discharge, arrangements would normally be made for attendance 
at a psychiatric out-patient clinic. 

Out-patient treatment 

17. We feel it right to interpose here some views of our own on treatment 
facilities. Firstly, we consider that rehabilitation begins with the first contact 
of the addict with the out-patient clinic. We are concerned that in some quarters 
these centres are being regarded as mere prescribing units without any positive 
objective. Out-patient clinics are also rehabilitation clinics. Their object should 
be to encourage the addict to accept hospital admission for withdrawal and to 
make use of the opportunity which prescribing gives to build a constructive 
relationship with the addict. For this purpose longer and more frequent visits 
by the addict are desirable than would be necessary if maintenance were the 
sole objective. From the evidence we have examined, one brief once-weekly visit 
appears to be the basis of current official calculations. In our view, this is un- 
likely to achieve a movement towards withdrawal. We visualise the out-patient 
clinics as being strategically placed to form the focal point for the whole process 
of rehabilitation. 

18. It follows from the conclusion that out-patient clinics are also rehabilita- 
tion clinics that certain staffing requirements are necessary to ensure the avail- 
ability of a full therapeutic team. The doctor will need more time than would be 



* On 1st November, 1968 the Ministry of Health became part of the new Department of 
Health and Social Security. 
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necessary for prescribing alone and he will need the support and collaboration 
of social workers and ancillary staff, including clerical assistance able to answer 
telephone queries. From the evidence we have examined it would appear that 
on average one full-time trained social worker would be required for each 25 
addicts on the books of the clinic. We hope this would give the social worker 
time to work with families, to trace addicts who have lapsed from attendance 
at the clinic, and follow those who have moved on to hospital and after-care. 
Not only is continuity of the relationship important in itself but this is the only 
way in which any early signs of failure of the scheme could be recognised, their 
cause analysed and action taken. In this sense, though each centre may vary 
according to the views of the consultant in charge, we consider that the Health 
Ministers should make it possible for continuing research data to be assembled 
and accessible. In some cases this conception may mean the Ministers recom- 
mending a greater provision of ancillary help than the consultant in charge may 
have envisaged, or thought he could ask for. We have already recommended 
that Ministers should encourage Hospital Boards to place advertisements for 
staff in accordance with these suggestions. 

19. Secondly, it has been brought home to us that there is a need for hostels 
providing short-term accommodation for homeless addicts attending out-patient 
clinics. By this means it may be possible to reduce the risk of lapses from attend- 
ance at the centre. In the first instance plans should be made to obtain one such 
hostel for each sex, each taking up to twelve persons, in the metropolitan area. 
These must be regarded as experimental and might be extended to other areas 
if similar problems are found to exist. Such hostels would not be suitable for 
persons no longer actively taking drugs. 

20. Thirdly, if the clinics are to succeed in their objective, a hospital bed 
should be immediately available for any heroin addict ready and willing for 
admission, either for assessment or for withdrawal. It is preferable that the 
bed should be at the same hospital; where this is not possible it is desirable that 
the psychiatric medical staff who have gained the patient’s confidence in the 
out-patient clinic should themselves have control of the beds linked with the 
clinic. 

21. Fourthly, not all would-be in-patients will be equally motivated towards 
cure. It is and must remain a matter for clinical judgement as to whether a 
particular patient should be admitted when he expresses a desire for withdrawal 
treatment, but it is important in our view that some hospitals should be prepared 
to accept patients with weak motivation because there can be some gain from an 
otherwise abortive spell of hospital treatment. 

22. Lastly, there is the problem of the heroin addict who, despite the Govern- 
ment’s measures of control, may be able to continue his addiction through the 
black market without attending an out-patient clinic. We have had evidence 
that in areas where there are social workers — ^for example, mental health social 
workers or probation officers — ^with an interest in addiction, useful contacts 
and even continuing relationships can be achieved. For these to result in 
channelling the patient in due course into the hospital service, the social workers 
concerned should be enabled to make contact with out-patient clinics. (We 
discuss this in Section Y). It has been suggested to us that a useful provision 
might be some form of advice centre, which might have a preventive role and 
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also play a part in the channelling of addicts towards the right professional help. 
This goes much wider than the need to point heroin addicts towards hospital 
treatment and is probably outside the terms of reference to which we are working. 
We know that at least one such centre exists in the form of a social and advice 
centre in Central London, but the implications of an extension of this facility 
in this form need very careful consideration. We recommend that this should 
be given. 

Social work 

23. Rehabilitation involves paying attention simultaneously to an addict’s 
physical, psychological and social well-being. At one stage, one aspect will 
assume a greater importance than the others but we believe it true to say that 
at all stages all three aspects should receive some attention; it is not safe to 
overlook any one completely. The social worker should be a full member of 
the therapeutic team at every stage, participating for example in case conferences 
and patient discussion groups, and building up a relationship with patients and, 
where possible, with patients’ families. 

24. We have already said that rehabilitation begins when an addict first comes 
into contact with any of the services provided for him. It is essential that from 
the beginning social help is available when it is required. The first contact, 
normally, would be with a hospital out-patient clinic and we recommend that 
every one should have one or more social workers specifically assigned to it. 
It is not enough, in our view for the social worker to have a general responsibility 
for patients in the clinic as part of a wider responsibility, so that he attends 
only when he is summoned. The role of the social worker should be to compile 
case histories, investigate social problems (which might include financial dij05cult- 
ies, employment and accommodation), be available to patients for help and 
counselling while the clinic is open and to patients’ families and friends at other 
times, to maintain contact with patients who have lapsed from attendance and 
to play a full part in the attempt to persuade addicts to accept in-patient treat- 
ment. 

25. Where hospitals providing in-patient facilities for heroin addiction are 
at a distance from the corresponding out-patient clinic, they too should have the 
services of a social worker specifically assigned to that work. This situation is 
one stage advanced in the addict’s rehabilitation programme from the out- 
patient stage already described. Although there will be differences of emphasis, 
the social worker’s role will be equally important. After discharge it assumes 
even greater importance since this is a period in the patient’s rehabilitation of 
diminishing psychiatric care and the social worker, with the patient’s family 
doctor, is the main source of professional support. We discuss in Section V 
the ways in wliich the provision of social support can be co-ordinated and the 
extent to which it is reasonable to expect continuity in the relationship between 
one patient and one social worker during the various stages of rehabilitation. 

26. The situations described in the two paragraphs above assume a willing 
patient progressing through the various stages of rehabilitation in accordance 
with the advice given to him. This may be the pattern in some cases and it is, 
of course, the desirable pattern, but in practice no doubt things will often be 
different. Many out-patients are likely to remain as out-patients for a consider- 
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able time ; some will have agreed to in-patient treatment but will have discharged 
themselves before withdrawal is complete; and some will have completed with- 
drawal treatment but left hospital before any real progress has been made in 
the removal of psychological dependence. The main objective in the case of 
^ese addicts is the maintenance of contact. They must not be allowed to drift 
into obscurity. If contact is lost, a possible opportunity to sustain whatever 
improvements may have resulted from in-patient treatment may also be lost. 
The common factor in the case of these three categories is the patients’ past or 
present attendance at an out-patient clinic. We have already stressed (paragraph 
18) the vital need for effective social work to be available at these clinics and the 
considerations outlined above explain our choice of the out-patient clinic as the 
centre of social work activity. 

27. The case-load which can be borne by an individual social worker will 
depend to some extent on which situation he is in — out-patient clinic, in-patient 
centre or after-care in the community. Within that situation the method of 
treatment, the basis of selection of patients, the intervals between psychiatric 
interviews and many other factors will all be relevant. Nevertheless, we feel so 
strongly that the element of social care and support should not be neglected that 
we think it right to repeat that in situations where social work is needed at an 
especially intensive level— for example, at the out-patient clinic— the load should 
be of the order of 25 patients. We are certain that the work cannot be carried out 
satisfactorily in any circumstances if the case-load exceeds 50 patients at a time. 
We recognise that there is a national shortage of trained social workers, especi- 
ally psychiatrically-trained staff (although the shortage, we are told, is not so 
acute in London) but this should not prevent an effort being made to achieve 
this target. 

28. A psychiatric social worker by his training should, with a short experience 
of the special problems of addiction, be able to handle them. He should have a 
facility in communicating with the young and a flair for dealing with persons 
who are often persuasive and unscrupulous. Above all, he should come to this 
work of his own free will. Because this work is demanding and because few 
psychiatric social workers, however willing to work with heroin addicts, will be 
content to sever their connection with other work, there is clearly considerable 
scope for the use of these and other social workers on a part-time basis although 
work with drug addicts should be their major responsibility. Ideally the condi- 
tions of training, experience and flair should all be met but there is a shortage of 
psychiatric social workers— there is the whole-time equivalent of only about 
230 in the hospital service. Other trained social workers with a less specialised 
training may have experience which can be used for particular duties. Those 
without training are potentially at a disadvantage but there are always except- 
ional people who, through their interest and determination to learn, can acquire 
suflacient understanding to fulfil ancillary functions in close association with the 
specialist workers. 

Rehabilitation in and from hospital 

29. An important consideration in hospital is to occupy the patient. He may, 
in the early stages during and after withdrawal, suffer from lassitude and a feeling 
of helplessness. An object of treatment is to overcome this and it is probable 
that as treatment progresses the patient will begin to require more active pursuits. 
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30. In hospitals where heroin addicts are treated, the facilities for occupa- 
tional and industrial therapy need to be intensively developed. Heroin addicts 
are young and there should be scope for the kinds of physical activity attractive 
to the young. The level of intelligence is often high and occupational facilities 
should allow their intellectual and creative abilities to be extended — art and 
music may be particularly suitable provisions. 

31. Rehabilitation while resident in hospital may take several months. 
During that time it should be the aim to instil into the patient a work habit of 
some degree. To begin with this might be within the hospital’s industrial therapy 
facilities but adapted to meet the particular needs of the heroin addicts. When 
sufficient progress has been made to permit the consideration of entry or re- 
entry into employinent the resettlement services of the Department of Employ- 
ment and Productivity can be made available including, where appropriate, the 
provision of courses of industrial rehabilitation and vocational training. In this 
the appropriate officers of the Department of Employment and Productivity can 
play an important part. 

Preparation for discharge 

32. While in hospital, social support is essential, the aim being to help the 
addict to build up social contact before moving on to a more independent life. 
Community social workers, including probation and child care officers, may 
already know the patient and should be encouraged, in consultation with the 
hospital staff, to make or maintain contact with the patient before he leaves 
hospital, in order to plan appropriate after-care arrangements. (We discuss the 
role of probation officers in more detail in paragraph 45). There should also be 
full consultation with the patient’s family doctor well before discharge; if he has 
had no family doctor, the hospital staff should advise him in good time of the 
procedure for registering with one and help him to do so. The services of the 
Department of Employment and Productivity should be sought in order to find 
suitable employment or training after discharge; it is important that there 
should not be a gap between discharge and the start of employment or training 
which might induce unnecessary temptation. 

Discharge home 

33. The patient’s discharge home should be planned when the family will 
accept and help him and be prepared to understand and accept the risk of 
relapse. If the family’s influence is unlikely to be supportive, alternative accom- 
modation should be considered. When discharged home, the patient will 
usually need continuing psychiatric support by attending as an out-patient. 
Professional case-work and social support for patients and families will be 
required. Services should be organised so as to permit thorough and continuous 
follow-up. (See Section V). 

Other arrangements 

34. A patient, especially a young one, who cannot suitably be discharged 
horne may possibly be placed in lodgings with a reliable and understanding 
family where he can “live in”, or in an ordinary hostel suitable for the purpose 
and willing to take him. Arrangements of this kind might be organised by 
voluntary bodies which could exercise the necessary supervision without being 
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inhibited by administrative boundaries. This is not a tried procedure for heroin 
addicts and would be very much an experiment. The requirements of a person 
accommodated in this way would be the same as regards psychiatric and social 
support as of a person discharged home. 

Special hostels 

35. Many patients will not be able to be accommodated in these ways and for 
them other accommodation has to be found. They will include some who have 
undergone a complete programme of rehabilitation in hospital and others who 
have prematurely discharged themselves from hospital, perhaps soon after 
withdrawal from drugs. It would not be wise to leave patients with the responsi- 
bility of finding their own accommodation. We conclude that the provision of 
special hostel accommodation is an essential feature of after-care arrangements. 
We go on to discuss the way in which such hostels should be developed and 
organised, but this is an area in which the only British experience there is to draw 
on is in the field of alcoholism and our views are necessarily tentative. There is 
room for much experiment in the provision of hostels to accommodate both 
categories of ex-addict to which we have referred. Evidence was given to us of 
a number of interesting developments in the U.S.A. of residential centres run on 
self-help lines involving the use both of the residents and of cured addicts in the 
treatment and rehabilitation process. We understand that some consideration 
has been given to the development of experiments on these lines in this country 
and we hope that the Departments concerned will keep in touch with them. 

36. We have heard a number of different views on whether a hostel should 
take only discharged heroin addicts or whether other discharged drug addicts or 
alcoholics might also be accepted. On one point the answer seems clear to us: 
no active drug addicts or alcoholics should be accepted in such a hostel — this 
would be folly. There are good arguments for restricting entry to discharged 
heroin addicts: an undetected relapsed heroin addict may lead others to take 
heroin for the first time; the influence of a group with similar experiences can be 
a potent therapeutic force. On the other hand it may be argued that, because the 
attitudes of heroin addicts tend to be anti-authoritarian, in some cases psycho- 
pathic, the housing of a number of discharged heroin addicts together in the 
community might be at worst a potentially explosive situation, at best an anti- 
therapeutic force. We think on balance that a special hostel should be restricted 
to discharged heroin addicts but we see no reason why vacant places, experi- 
mentally, should not be filled on occasion by other drug addicts on a carefully 
selected basis. There are instances of alcoholics and drug addicts mixing 
satisfactorily in a hospital setting with the former being of positive help to the 
latter, but in the hostel field we think it right to reserve a similar experiment for 
a later stage in the development of services. 

37. We understand that the provision of hostels is a function of local health 
authorities who may discharge it either by providing hostels themselves or by 
supporting hostels run by a voluntary bodies. Since the demand for hostel 
accommodation is seldom likely to be sufficient to justify any one local health 
authority providing a hostel for its own population, an authority wishing to 
provide a hostel would probably need to join together with other local author- 
ities for this purpose. This would also help to overcome the complications which 
arise when addicts cross borough boundaries. As regards hostels run by volunt- 
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ary bodies, it is to be hoped that local health authorities who choose to exercise 
their after-care function through such agencies will be ready to provide planning 
advice and other support, including making an appropriate contribution to the 
maintenance costs of the residents. A serious problem facing voluntary bodies is 
the difficulty in finding capital to start a hostel. However, we understand that 
the Bridgehead Housing Association, a body set up with Government support to 
finance the purchase and/or adaptation of accommodation for the homeless 
offender, would be prepared to consider applications for assistance in this field, 
on the grounds that the incidence of criminal offence (which, for this purpose, 
need not involve imprisonment) among drug addicts is sufficient to bring this 
activity within the Association’s purview. 

38. It is a matter for speculation how many of the estimated 1,000 heroin 
addicts which the London hospitals expect to have to cater for will accept in- 
patient treatment, of these how many will persist with a rehabilitation pro- 
gramme, and of these how many will require special hostel accommodation. 
We have already recommended to Ministers that planning should begin immedi- 
ately for four hostels in the metropolitan area, one of these for women, and each 
able to take about a dozen ex-patients— -a larger number of residents would be 
potentially dangerous and in any case would reduce the value of group living. 
It may be necessary to provide others outside London if the number of addicts 
in the provinces increases. 

39. We have heard different views about the siting of hostels; some say they 
should be as far away as possible from the source of the addiction, others that 
they should be, or that there is no harm in their being in the heart of London. 
However, in our view the rural position is too remote to enable the addict truly to 
maintain a resistance to temptation and may well be unable to provide suitable 
employment facilities; the city centre provides far too ready a temptation both 
for the residents to seek out their old haunts and their old friends to seek out 
them. There is much to be said for a site in the outer suburbs or as much as 
twenty to thirty miles from London where the addict would be able to face and 
overcome the temptation to make the not-too-difficult journey to the city centre. 
Again this is a tentative view and we should not like these views to hinder any 
particular project. 

40. A hostel catering for the ex-patient who has had the full course of hospital 
treatment and who preferably has had some experience of regular work outside 
the hospital, will be primarily a place of residence and its aim should be the 
encouragement of regular work or training and the gradual development in the 
residents of normal social contacts as a counteraction to the tendency to retain 
the junkie sub-culture. A disciplined atmosphere is essential but equally 
necessary is the building up of an atmosphere of co-operation between staff and 
residents. It may not be necessary in a hostel with this type of resident for 
psychiatric support for the residents to go beyond regular attendance at a 
psychiatric out-patient clinic— not, of course, at the same time as active heroin 
addicts— but for some residents visits by a psychiatrist and social workers might 
be necessary and, perhaps, some group therapy; in a hostel catering for those 
who have not had a full period of hospital care, visits by psychiatrists and 
social workers would be more frequently required. Because residents will have 
come from a number of hospitals it will not often be possible to arrange for 
each one’s own psychiatrist to visit the hostel— therein lies the advantage of 
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out-patient attendance — and it will usually be convenient to restrict the number 
of visiting psychiatrists to one or two. In any event, however, one psychiatrist 
should be readily accessible to the staff for guidance in running the hostel. 
The risk of relapse is ever present and the staff, with psychiatric help and 
guidance, must be constantly on the watch for signs of this. An essential 
arrangement with the hospitals feeding the hostels is that they should be pre- 
pared immediately to re-admit a resident who relapses. 

41 . Hostels of this kind will each require a very experienced warden working 
closely with the therapeutic team at one of the clinics. If he has no relevant 
professional experience he should be given training in understanding the special 
problems of drug dependence. A married couple (provided they have no 
children of an age which might put them at risk in this setting) may best be able 
to provide a tolerant but controlled atmosphere; the number of additional 
staff needed would be determined by local factors. 

The addict in Court 

42. Sooner or later a large proportion of the addict population appears before 
a Court for a crime which may, or may not, be directly related to drugs. In 
particular, those who are obtaining their drugs from illicit sources are liable to 
be identified for the first time when they are arrested for unlawful possession. 
In this way, the Courts can act as discovering agents and have the opportunity, 
if they enquire into the case on remand, to direct addicts towards treatment and 
rehabilitation whether in prison, or in a hospital, hostel or outpatient clinic as 
a condition of a probation order. 

43. However, Courts do not always ask either for medical or social enquiry 
reports when a case involving drugs comes before them, so that some offenders 
go to detention centres and prisons without these institutions having prior 
knowledge of their treatment needs, and others leave the Court with a fine or 
suspended sentence which carries no supervision or follow-up. While this is by 
no rneans always so, we wish to ensure that the opportunity of rehabilitation 
provided by Court appearance is not overlooked. 

44. We therefore recommend that Courts should be made aware of the 
important part they can play in ensuring treatment for these people. We also feel 
that it would be helpful if, where a defendant is known to be a drug addict, the 
police would invariably inform the Court of this when asked if anything is 
known about him. Courts should be strongly encouraged to make a practice of 
obtaining medical and social reports before deciding on the most appropriate 
sentence. 

The addict on probation 

45. Where a Court makes a probation order in respect of an addict, with a 
condition of treatment in a mental hospital under Section 4 of the Criminal 
Justice Act, 1948, the patient is in practice subject to a further period of twelve 
months or more under the supervision of a probation ofiflcer. This is a particu- 
larly valuable form of after-care, because it ensures that he is in touch with a 
social worker to whatever part of the country he may go. We have already 
mentioned the importance we attach to continuity in the relationships built up 
with the addict during rehabilitation and feel strongly that a probation officer 
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who may have known the patient and his family before admission to hospital, 
and will be taking responsibility for his supervision on discharge, should be 
kept in touch with the progress of treatment in hospital, encouraged to visit 
him there and, wherever appropriate, to participate in case conferences and 
planning of medical and social support. It is also important that after discharge 
the family doctor and the probation officer should be in touch with one another 
to detect any signs of relapse at the earliest moment. 



The addict in prison 

46. A prison sentence, or a period of remand in custody, is not an uncommon 
experience among addicts. A consequence of this is that addicts are withdrawn 
from drugs in much the same way as they would be in hospital. These circum- 
stances therefore give rise to possibilities of rehabilitation and the opportunity 
should not be allowed to pass. It may be argued that enforced withdrawal, such 
as this, does not augur well for the addict’s rehabilitation but there is little 
evidence as yet to show whether success is more or less likely in prison than in 
hospital, although some of our witnesses from the prison service did in fact 
claim greater success. We recommend that for heroin addicts in prison there 
should be the same kind of intensive rehabilitation facilities as we have recom- 
mended for hospitals. It may be that these can best be organised by concentrat- 
ing heroin addict prisoners in one or two prisons where there is psychiatric 
supervision, as we understand is already done for longer-term prisoners. We 
recognise that considerations of security make this impossible in some cases. 

47. Because the end of a prison sentence is unlikely to coincide with the time 
when the same patient in hospital would be discharged to the community, there 
is even more reason to ensure that arrangements are made for continuation of 
rehabilitation after discharge. Prior to release, it is to be hoped that the prison 
welfare officer — who is a member of the probation and after-care service — ^will 
see that the appropriate contact is made with those who are to provide the 
necessary community support; for example, one of the ‘half-way house’ hostels 
mentioned in paragraph 35 would be a suitable destination for some ex-prisoners. 
Some prisoners as well as those committed to approved school, Borstal and 
detention centre training are subject to statutory after-care; the remainder are 
eligible for voluntary after-care, all from the probation and after-care service. 
There may, however, be some of those who have the choice who would prefer to 
keep in touch with a social worker attached to the local health authority, or to 
one of the voluntary bodies that employs trained staff and is in touch with a 
local health authority. In any case, for follow-up purposes, release of a prisoner 
who has formerly attended a hospital out-patient clinic should be notified in 
advance to the social worker who has known him there. We consider that this is 
important whether or not the ex-addict will be returning immediately to the 
area where he was known. 

48. In some cases where the prisoner’s treatment has not progressed very far, 
and in most cases where there has been only a short period of remand in custody, 
doctors may wish to arrange for the addict to be admitted to hospital to complete 
his treatment as an in-patient. If such a transfer, which is necessarily voluntary, 
can be made straight from prison, the dangerous period immediately following 
release from prison is thereby avoided. 
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49. When heroin addict prisoners are brought together for treatment in one 
or two specialised prison settings, a useful opportunity arises for research into 
the comparative efficacy of compulsory (prison) and voluntary (hospital) treat- 
ment. We recommend that such a study should be mounted as soon as possible. 
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SECTION IV 



OTHER ADDICTS REQUIRING REHABILITATION 



50. We have already identified the type of addict in this category who is most 
in need of specialised rehabilitation services : that is the young addict on ampheta- 
mines, although the young barbiturate addict will also need very close supportive 
social and medical supervision in order that immediate relapse shall not take 
place on facing the pressures of the outside world again. We do not propose to 
refer at any length to other groups, for example the older person addicted to 
amphetamines or barbiturates. As already indicated, we believe that hospitals 
have experience in treating them and their requirements are little different from 
those of other discharged mentally ill patients. 

51. A recent serious development is the extent to which intravenous ampheta- 
mines have come to be misused, especially methylamphetamine (commonly 
known by a brand name, Methedrine).* Not only do some heroin addicts inject 
this drug at the same time as heroin but others have switched to it. More 
disturbing still is the evidence of a new category of addict who might have been 
expected to take heroin but who, instead, has taken to intravenous methyl- 
amphetamine. Under present legislation persons dependent on methylampheta- 
mine alone are not notifiable to the Home Office nor do they need to attend 
hospital clinics for a supply of the drug; there is therefore no reliable estimate of 
their numbers. We hope that it will be possible for the Government Departments 
concerned to watch trends in this field very closely and we recommend that, 
when more is known of the size and extent of this aspect of the problem of 
amphetamine dependence, the question of treatment and rehabilitation should 
be given prompt attention. Nevertheless we have heard sufficient evidence to 
lead us to the conclusion that, inasmuch as our recommendations relate to in- 
patient treatment and after-care, they apply equally to patients weaned from 
intravenous methylamphetamine as from heroin, the former posing very 
similar problems of rehabilitation to the latter, 

52. Dependence on amphetamines is best treated in hospital although we 
have heard that young addicts on oral amphetamines can often be withdrawn 
successfully as out-patients. If dependence has led to a psychotic state then 
in-patient treatment is almost always indicated. 

53. Amphetamine addicts may usually share the hospital occupational and 
recreational facilities with other mentally ill patients, but, for the young addict, 
particular attention must be paid to the need for active and intellectually 
stimulating pursuits. In order to avoid the serious danger of infection, ampheta- 



* Acting on advice from the Advisory Committee, the Government reached a voluntary 
agreement with the pharmaceutical profession and the manufacturers concerned that injectable 
methylamphetamine should, from the beginning of October 1968, be available to doctors for 
personal administration to patients and not on prescription for self-administration. 
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mine addicts should not mix with heroin addicts. As regards after-care facilities, 
again there has been no evidence that these patients have requirements which are 
different from, for instance, young schizophrenic patients undergoing rehabilita- 
tion. In general, however, there is even less experience on which to base recom- 
mendations for the rehabilitation of amphetamine addicts than there is for 
heroin addicts. Until significant numbers of young amphetamine addicts seek 
withdrawal treatment and show themselves to constitute a separately identifiable 
problem with distinctly separate requirements, we see no need to propose 
special provision for their rehabilitation which goes beyond what is necessary for 
other young persons who are treated in hospital for mental disorder and who 
need a wide range of occupational and social activity. It is of interest that a 
special unit for the in-patient treatment of amphetamine addicts has recently 
opened at the Maudsley Hospital and it is to be hoped that helpful information 
will be gained from its operation, which would be of value for application in 
other parts of the country. 
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SECTION V 



CO-ORDINATION OF SERVICES 



54. The rehabilitation of heroin addicts, as we have demonstrated, involves a 
variety of disciplines — as indeed the World Health Organisation have concluded 
and therefore a variety of services. It involves doctors, nurses and social workers 
variously in the National Health Service (including the local health authority 
service), the prison service, the probation and after-care service and voluntary 
bodies. Because different services are involved with the care of the same patients, 
the obvious need for co-ordination of services cannot be over-emphasised. 

55. It is all too easy, for example, for a hospital to take some action with a 
patient which might have been different if there had been an investigation by a 
social worker. Or for an addict, after a period of imprisonment, to be able to 
return too easily to his former environment and to be deprived of the help and 
support necessary for him to continue the process of rehabilitation begun in 
prison, Or again for a voluntary body to set up a hostel without the benefit of 
all the professional advice that is needed for such a project — we have had 
evidence of well-intentioned schemes which have foundered for these reasons. 

56. Two factors assist co-ordination in the case of heroin addiction: firstly> 
the concentration of the problem in large centres of population (although the 
size of the largest centre— -London — ^produces other problems), and secondly 
the fact that heroin addicts attend a relatively small number of hospitals — hence 
our hope that the out-patient clinics will become the focal points in rehabilita- 
tion activity, 

57. Ideally, the medical staff and the social workers at out-patient clinics 
should be able to follow their patients through subsequent in-patient treatment 
and eventually be involved in their rehabilitation and after-care. We know that 
some consultants at out-patient clinics themselves have control of beds to which 
their patients can be admitted, but we realise that this is not always practicable. 

58. Social workers at out-patient clinics should be able to follow their patients 
through the in-patient phase without difficulty (or, alternatively, make satisfac- 
tory arrangements with the social worker at the hospital), but may in practice 
find it more difficult to continue with the patient after discharge home or to a 
hostel. At that stage the local health authority would normally take over. On 
the other hand, if social workers at out-patient clinics were appointed jointly 
by the hospital and local health authority, continuity would be practicable in a 
great many more cases, especially those where the patient is discharged to the 
area of the local health authority partly responsible for the appointment. 

59. The fact that there are about twice as many local health authorities in 
London as there are out-patient clinics means that the problem of local authority 
boundaries may be a handicap. We would hope that the possibility of a continu- 
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ation of an established relationship between social workers, including probation 
officers, and patients will not be put in jeopardy by insistence on recognising 
administrative boundaries. On the other hand, it may sometimes be best for a 
social worker to hand over to a colleague in another area if he is not to spend 
too much of his time in travelling. The number of London Boroughs also means 
that in practice the London out-patient clinics will not be able to maintain an 
effective liaison with all the local health authorities but will need to deal mostly 
with the two or three near-by areas from which it draws most of its patients. 

60. Voluntary bodies, not necessarily those concerning themselves especially 
or exclusively with drug problems, have a part to play in making contact with 
those addicts who are not attending hospital, although it is to be hoped that the 
number of addicts in this category will decline under the new arrangements for 
notification and for treatment. We believe that the out-patient clinics should 
provide opportunities for general practitioners and representatives from a wide 
variety of these bodies to come to know the work of the clinic, for example, by 
arranging informal meetings and discussions from time to time. Voluntary 
bodies themselves should meet to pool their experiences and discuss their plans. 

61. Outside London, where heroin addiction is not at present so large a 
problem, it is possible that machinery will come into being — ^perhaps under the 
auspices of local Councils of Social Service— enabling the various statutory and 
voluntary bodies to consult together on drug problems generally with a view to 
preventing, by timely co-ordination of action, the type of situation which arose 
in London. To the extent that the rehabilitation of existing addicts is a problem 
in those areas, such a forum would be equally suitable for discussion of rehabili- 
tation problems. 

62. Voluntary bodies who are concerned with heroin addicts and feel they can 
make some contribution in the matter of the provision of hostels, should, at the 
earliest planning stage, get in touch with the statutory authorities. In London, 
the London Boroughs Association would seem to be the appropriate point of 
contact as far as local health authorities are concerned. 

63. In our preliminary recommendations (Appendix C) we recommend a 
24-hour service for information and identification. Since then, the London 
Information Service had been set up, on a 24-hour basis, to assist doctors, either 
in general practice or in hospitals not specialising in the treatment of heroin 
addiction, to transfer patients to the special clinics in London. We recommend 
that this should continue as long as out-patient clinics are necessary. 

64. Casualty officers in hospitals have been given guidance on how to deal 
with heroin addicts presenting as emergencies at any time of the day or night — 
guidance which does not envisage the supply of drugs, except in the case of an 
addict with clear withdrawal symptoms, where administration of a single dose of 
a substitute drug is advised until the patient can be referred to a special out- 
patient clinic. We recommend that the identification service provided by the 
Home Office should be available whenever out-patient clinics are open although 
we see no need in present circumstances for an identification service over the 
full 24-hburs. 
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SECTION VI 



RECOMMENDATIONS 

65. We reproduce below our principal recommendations. We have com- 
pressed them, for the sake of convenience and brevity, but they should, of 
course, be read in conjunction with the narrative and argument in the main body 
of our report. The recommendations refer in the main to the rehabilitation of 
heroin addicts. As may be seen from Appendix B, there are about 1,100 heroin 
addicts currently receiving in-patient or out-patient treatment in the hospital 
psychiatric services. This number, in absolute terms, is not large and it also 
represents only a very small proportion of the total numbers using these services. 
However, heroin addiction has been shown to be a growing problem with 
epidemiological characteristics. Success in containing this growth, while the 
task is still small enough to be undertaken without a very large diversion of 
resources, depends to a considerable extent on the development of effective 
services for rehabilitation. 

The central plan for rehabilitation of heroin addicts 

66. Rehabilitation begins with the first contact with the addict. Use must be 
made of the opportunity which prescribing in the hospital out-patient clinics 
gives to build a constructive relationship with the addict so that he can be 
influenced towards withdrawal. The clinics are strategically placed to form the 
focal point for the whole process of rehabilitation. Their function should 
include making contact with addicts not yet in touch with them as well as 
following-up those who have completed treatment or lost touch. The clinics 
would thus be able to provide data required to discover where the scheme is 
failing or succeeding, as well as more fundamental research into the causes of 
addiction. WE THEREFORE RECOMMEND THAT: 

(1) The doctor, because of our broad concept of the purpose of hospital 
out-patient clinics, will need more time than would be necessary for 
prescribing alone. One brief once-weekly visit by the patient is unlikely 
to achieve the desired movement towards withdrawal, (paragraph 17). 

(2) The doctor will also need the adequate support and collaboration of 
social workers and clerical staff, (paragraph 18). 

(3) Hospital beds, preferably at the same hospital as the out-patient clinic, 
should be immediately available for any heroin addict ready and 
willing, whatever his degree of motivation, for admission either for 
assessment or withdrawal, (paragraphs 20-21 and 57-58). 

(4) Those social workers involved in intensive social work with addicts 
and their families before, during and after withdrawal should not be 
required to have a case-load of more than 25 at any one time, (para- 
graphs 18 and 27). 

(5) Social workers at the clinics should be full members of the therapeutic 
team and responsible for liaison with ancillary services, although the 
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clinics remain under the general direction of consultant psychiatrists, 
(paragraphs 23 and 57-59). 

(6) Other community workers already in touch with the addicts should be 
encouraged to continue their contact with the addict during treatment, 
(paragraphs 32 and 59). 

(7) Many drug takers commit offences, especially against the drug laws. 
The courts, prison service and probation and after-care service should 
have a positive role in rehabilitation, (paragraphs 42-48). 

(8) Courts should be strongly encouraged to make a practice of obtaining 
medical and social reports before deciding on the most appropriate 
sentence, (paragraphs 42-44). 

(9) Facilities for occupational and industrial therapy at mental illness 
hospitals and prisons where heroin addicts are treated need to be 
intensively developed to provide physical and intellectual activities 
suitable for the young addict undergoing prolonged treatment, (para- 
graphs 29, 30 and 46). 

(10) There is a need for hostels for the homeless addict attending an out- 
patient clinic. In the first instance plans should be made to obtain 
one for each sex, each taking up to twelve persons, in the metropolitan 
region, (paragraph 19). 

(11) There will be a need for accommodation for addicts who have completed 
treatment. Planning should begin immediately for four special hostels 
in the metropolitan area, one of these for women and each able to take 
up to twelve discharged patients. They should preferably be sited in 
the outskirts and not in areas where drugs are known to be easily 
available. It may be necessary to provide others elsewhere in Great 
Britain if the number of addicts there increases, (paragraphs 35-41 and 
62). 

(12) Hostels of each kind will require a very experienced warden working 
closely with the therapeutic team at one of the clinics, (paragraphs 40 
and 41). 

(13) Hospitals should be prepared to re-admit hostel residents who relapse, 
(paragraph 40). 

(14) Boarding-out schemes, on an experimental basis, would assist in the 
rehabilitation of addicts after hospital treatment, (paragraph 34), 

Co-ordination 

67. The success of the scheme will largely depend on good communications 
at all levels. WE THEREFORE RECOMMEND THAT: 

(15) The 24-hour information service now available through the London 
Information Service, should be continued as long as out-patient clinics 
for addiction are necessary, (paragraph 63). 

(16) The identification service provided by the Home Office should be 
available whenever any clinics are open, (paragraph 64). 

( 1 7) Out-patient clinics should provide opportunities for general practitioners 
and interested workers in a variety of social services to come to know 
the work of the clinics, through periodic meetings, case conferences 
and discussions, (paragraph 60). 
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(18) The voluntary bodies themselves should be encouraged to pool their 
experiences and discuss their plans, (paragraph 60). 

(19) Local health authorities should co-operate with one another in providing 
hostels. In some cases they may do this by supporting hostels run by 
voluntary bodies, who should get in touch with the statutory authorities 
at the earliest planning stage, (paragraphs 37 and 62). 

Research 

68. Our recommendations represent our views on what is needed to give the 
present scheme a chance of success. Their implementation should not wait on 
the results of research. However, we have been made aware of the lack of any 
fully relevant experience of success in this field either here or in other countries 
and this makes continuing research of paramount importance. WE RECOM- 
END THAT investigation should be made into the following — 

(20) The sociological and psychological aspects of causation of addiction, 
(paragraph 4). 

(21) The needs of those who misuse drugs, but who have not become 
dependent on them, (paragraph 7). 

(22) The treatment and rehabilitation of persons dependent on intravenous 
methylamphetamine. (paragraph 51). 

(23) The relative effectiveness of compulsory treatment (in prison) and 
voluntary treatment (in hospital), (paragraph 49). 

(24) The value of an advice centre which would play a preventive role and 
channel addicts towards the right professional help, (paragraph 22). 

Need for review 

69. In view of the very limited experience of any relevant rehabilitation 
projects in this country, we consider it important that our recommendations, and 
the action taken on them, should be subject to regular review. 

International opinion 

70. Our recommendations, arrived at through our own deliberations, in 
harmony with the collective views of an international group of expertsi that, for 
example, there should be a multidisciplinary approach to the problems of 
prevention, treatment and control, that there should be close co-operation 
between the treatment and rehabilitation services on the one hand and the police 
and courts on the other, and that continuous care for the patient should be main- 
tained by the same therapeutic team throughout. 

(Signed) Arthur Blenkinsop 
Roger Bannister 
J. C. Bloomfield 
E. I. W. Hobkirk 
Henry Matthew 
Elinor C. Murphy 
B. a. R. Smith (Secretary) 



1 Fourteenth report of the World Health Organisation Expert Committee on Mental Health 
(Geneva, 1967), sections 1.2, 1,4 and 2.4, 
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APPENDIX A 



List of persons and organisations giving 
evidence, written or oral, to the Sub-Committee 



(In chronological order) 



Mr. M. W, Fenner 

Sister Patricia 
Sister Isobel Joy 

Dr. T. H. Bewley 

Dr. H. Dale Beckett 

Dr. J. Merry 
Mr. M. Nyman 

Dr. D. O. Topp 

Dr. I. James 

Dr. R. M. L. Dry 

Dr. P. A. L. Chapple 

Dr. P. T. d’ORBAN 

Rev. K. and Mrs. B. Leech 

Dr. A. Cohen 

Mr. P. S. W. Poole 

Dr. G. S. WiGLEY 

Dr. G. Garmany 
Dr. R. F. Tredgold 
Dr. P. H. Connell 

Dr. J. Denham 
R ev. J. B. Harrison 
M r. W. J. Wright 
Dr. C. R. B. Joyce 



London probation officer and Winston Churchill 
Memorial Fellow, 1966 

*Spelthorne St. Mary, Egham, Surrey 

*Consultant psychiatrist. Tooting Bee Hospital, 
S.W.17 

Consultant psychiatrist, Cane Hill Hospital, 
Coulsdon 

Consultant psychiatrist. West Park Hospital, Epsom 

Psychiatric social worker, All Saints’ Hospital, 
Birmingham 

Home Office Prison Department 

Prison Medical Officer, Brixton 

Prison Medical Officer, Grendon Underwood, Bucks. 

Chelsea Addiction and Research Centre 

Prison Medical Officer, Holloway 

Soho Drugs Group 

General medical practitioner, North Ix)ndon 
Senior mental welfare officer, Kensington and Chelsea 

Deputy Chief Medical Adviser, Greater London 
^uncil 

*Consultant psychiatrist, Westminster Hospital 
*Consultant psychiatrist. University College Hospital 

Consultant psychiatrist. The Bethlem and Maudsley 
Hospitals 

Medical Director, St. Clement’s Hospital, Bow 
Bridgehead Housing Association 
Probation and After-care Department, Home Office 
Tower Hamlets Drug Dependency Group 



* Members of the Sub-Committee visited these establishments. 
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APPENDIX C 



Advisory Committee on Drug Dependence 
{Chairman: Sir Edward Wayne, M.D., D.Sc., Ph.D., F.R.C.P., F.R.F.P.S.) 



Home Office 
Whitehall, s.w.l 

14//I February 1968 



Dear Home Secretary, 

I have much pleasure in submitting to you herewith certain initial recommendations 
by the Advisory Committee concerning the rehabilitation of drug addicts. 

The recommendations are submitted in advance of a report on this aspect of the 
treatment of drug dependence in view of the imminent early introduction of Prescribing 
Regulations under Section 1 (1) (b) of the Dangerous Drugs Act, 1967, and the coming 
into operation of centres for the treatment of persons who are addicted to heroin and 
cocaine. 

The Committee recognises the probability that the first reaction of most drug addicts 
to any new regime will be strenuously to reject attempts to secure their complete re- 
habilitation in society and freedom from drug dependence. Nevertheless, they would 
respectfully commend the acceptance by Ministers of their concept of rehabilitation 
as a desirable long-term objective and would urge that consideration should be given 
now to the implementation of these recommendations. 

1 hope that you, and the Minister of Health and the Secretary of State for Scotland, 
to whom I am sending copies of this letter and its enclosure will feel able to initiate 
appropriate action to give effect to the Committee’s recommendations. 

May I add that the Committee would be glad to be informed in due course of your 
views, and of the views of your colleagues in the Government on the recommendations. 



Yours sincerely, 

Edward Wayne 
Chairman 



The Rt. Hon. James Callaghan, M.P. 

Home Office 

Whitehall 

London 

S.w.l 
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ADVISORY COMMITTEE ON DRUG DEPENDENCE 



Initial Recommendations on the Rehabilitation of Drug Addicts 



1, On 7th April, 1967, we appointed six of our members to form a Sub-Committee 
on Rehabilitation and to make recommendations. At our meeting on 9th February, 
1968, we deceived the Sub-Committee’s initial recommendations which they submitted 
in advance of their First Report in view of the imminent introduction of Regulations 
under Section 1 (1) (b) of the Dangerous Drugs Act, 1967, which will limit to medical 
practitioners who will be licensed for the purpose and who will work at recognised 
treatment centres, the administration and supply, the authorisation of administration 
and supply, and the prescribing of heroin and cocaine to drug addicts. 

2. The Sub-Committee’s recommendations were as follows: — 

(i) The extension of the work of out-patient clinics into the field of rehabilitation 
We consider that rehabilitation begins with the first contact of the addict 
with the out-patient clinic. We are concerned that in some quarters these centres 
are being regarded as mere prescribing units without any positive objective. Out- 
patient clinics are also rehabilitation clinics. Their object should be to encourage 
the addict to accept hospital admission for withdrawal and to make use of the 
opportunity which prescribing gives to build a constructive relationship with 
the addict. For this purpose longer and more frequent visits by the addict are 
desirable than would be necessary if maintenance were the sole objective. From 
the evidence we have examined one brief once-weekly visit appears to be the basis 
of current official calculations. In our view this is unlikely to achieve a movement 
towards withdrawal. We visualise the clinics as being strategically placed to form 
the focal point for the whole process of rehabilitation. 

(ii) The staffing of out-patient j rehabilitation clinics 

It follows from the conclusion that out-patient clinics are also rehabilitation 
clinics that certain staffing requirements are necessary to ensure the availability 
of a full therapeutic team. The doctor will need more time than would be necess- 
ary for prescribing alone and he will need the support and collaboration of social 
workers and ancillary staff, including clerical assistance able to answer telephone 
queries. From the evidence we have examined it would appear that on average 
one full time trained social worker would be required for each twenty-five addicts 
on the books of the centre. We hope this would give the social worker time to 
work with families and to trace addicts who have lapsed from attendance at the 
centre or follow those who have moved on to hospital and after-care. Not only 
is continuity of the relationship important in itself but this is the only way in 
which any early signs of failure of the scheme could be recognised, their cause 
analysed and action taken. In this sense though each centre may vary according 
to the views of the consultant in charge we consider that the Minister should make 
it possible for continuing research data to be assembled and accessible. In some 
cases this conception may mean the Minister recommending a greater provision 
of ancillary help than the consultant in charge may have envisaged, or thought 
he could ask for. We recommend that Boards of Governors should be encouraged 
to place advertisements for staff in accordance with these suggestions as soon 
as possible in readiness for the full operation of these centres. 
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(iii) The availability of hospital beds 

It is our opinion that if these centres are to succeed in their objective, a 
hospital bed should be quickly available for any heroin addict ready and willing 
either for admission for assessment or withdrawal. 

(iv) The establishment of hostels 

(a) It has been brought home to us that there is a need for hostels for the 
homeless addict attending a treatment-rehabilitation centre. In the first 
instance plans should be made to obtain one for each sex, each taking up to 
twelve persons, in the metropolitan region. 

(b) As a result of increasing hospital admission for withdrawal we foresee 
a need for accommodation for addicts who have completed treatment. We 
therefore recommend that planning should begin immediately for four hostels 
in the metropolitan area, one of these for women, and each able to take up 
to twelve ex-patients. It may be necessary to provide others outside London 
if the number of addicts in the provinces increases. 

Hostels of each kind will require a very experienced warden working closely 
with the therapeutic team at one of the centres. The evidence we have received 
suggests that ideally the hostels should be provided under the auspices of the 
G.L.C. rather than the individual boroughs because of the complication of addicts 
crossing borough boundaries. 

(v) The improvement of co-ordination 

We consider that the success of the scheme will largely depend on good 
communications at all levels. As an example of failure due to lack of fecilities 
of communication we would quote the case with which a treated addict might 
be able to obtain further prescriptions if those aware of his past history were not 
able to make contact with the treatment centre. Communications are necessary 
with the police and social workers as well as with hospitals and the Home Office 
staff in charge of central records. A twenty-four hour service for information 
and identification should be available to the police and treatment staff in case 
of emergencies. 

Conclusion 

It will be noted that these recommendations, arrived at through our own delibera- 
tions, coincide with the important conclusion of the Fourteenth Report of the World 
Health Organisation Expert Committee on Mental Health (1967) dealing with services 
for the prevention and treatment of dependence. In particular we would draw attention 
to the stress that is laid in that Report on the importance of a multi-disciplinary 
approach to the problems of prevention, treatment and control (paragraph 1.2) and 
the objective of continuous care for the patient maintained by the same therapeutic 
team throughout (paragraph II.4.2.L). 

3. We unanimously endorse these recommendations recognising that because of the 
probability that the first reactions of most drug addicts will be strenuously to reject 
rehabilitation, they represent a desirable long-term objective. Nevertheless, in 
commending the recommendations for Ministers’ attention, we would respectfully 
suggest that urgent consideration should be given to their early implementation. 



14th February 1968 



Edward Wayne 
(Chairman) 
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ADVISORY COMMITTEE ON DRUG DEPENDENCE 

(Chairman: Sir Edward Wayne, M.D., D.Sc., Ph.D., F.R.C.P., F.R.F.P.S.) 

Home Office 

ROMNEY HOUSE 
MARSHAM STREET 
LONDON S.W.l 

6th September 1968 

Dear Home Secretary, 

In February I submitted to you certain initial recommendations by the 
Advisory Committee concerning the rehabilitation of drug addicts, and I now 
have much pleasure in sending you herewith a copy of the final report on this 
matter by the Rehabilitation Sub-Committee of the Advisory Committee. 

At their meeting on 26th July the Committee unanimously endorsed the 
report and its recommendations, and they would respectfully commend it to 
Ministers for their acceptance. They hope that you, and the Minister of Health 
and the Secretary of State for Scotland, to whom I am sending copies of this 
letter and of the report, will feel able to give full effect to the recommendations. 
The Committee do of course appreciate that action has already been initiated on 
certain of the recommendations which were included among the initial recom- 
mendations. 

The Committee would suggest that if the report is acceptable to you and your 
colleagues in the Government, you might wish to consider giving it general 
publication in order that it should reach the widest possible public and be under- 
stood and acted upon. 



Yours sincerely, 

Edward Wayne 
Chairman 



The Rt. Hon. James Callaghan, M.P. 
Home Office 
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